Objectives: The objectives of this study were: (i) to analyse the relationship between health status and paid working hours and household composition in the EU-27, and (ii) to examine whether patterns of association differ as a function of family policy typologies and gender. Methods: Cross-sectional study based on data from the 5th European Working Conditions Survey of 2010. The sample included married or cohabiting employees aged 25-64 years from the EU-27 (10,482 men and 8,882 women). The dependent variables were self-perceived health status and psychological well-being. Results: Irrespective of differences in family policy typologies between countries, working long hours was more common among men, and part-time work was more common among women. In Continental and Southern European countries, employment and family demands were associated with poor health status in both sexes, but more consistently among women. In Anglo-Saxon countries, the association was mainly limited to men. Finally, in Nordic and Eastern European countries, employment and family demands were largely unassociated with poor health outcomes in both sexes. Conclusions: The combination of employment and family demands is largely unassociated with health status in countries with dual-earner family policy models, but is associated with poorer health outcomes in countries with market-oriented models, mainly among men. This association is more consistent among women in countries with traditional models, where males are the breadwinners and females are responsible for domestic and care work.
Introduction
A lthough many studies on the combined effect of employment and housework on health have been performed on women, 1, 2 recent studies have found that women and men feel equal levels of work-family conflict (WFC) 3 and that WFC is as harmful for men as it is for women. 4 On the other hand, most existing studies of the relationship between health status and paid and unpaid work have analysed single countries 5, 6 or have compared a small number of countries and their results are contradictory. 7, 8 Apart from methodological reasons, these contradictory results could be explained by differences between countries.
According to the time availability approach, to balance work and family demands, longer working hours, which among breadwinners are often a consequence of family financial stress, 9, 10 are likely to result in a time-squeeze, and consequently in poor health status. 11 In contrast, the family demands approach posits that the greater the household demands, the more difficult it is to balance work and family. 12 In fact, both approaches are complementary. To understand the influence of family on health and well-being among workers, family policies that can influence the sexual division of the roles of family caregiver and breadwinner, as well as their associated demands, should be taken into account. 13, 14 Korpi's 15 typology of family policy models is based on the levels of traditional family support-with a male breadwinner and a female responsible for domestic and family work-and dual-earner support that a country may have. Korpi's original typology comprises three family policy models: (i) the dual-earner family policy model (Nordic European countries), characterized by intermediate levels of traditional family support, high levels of dual-earner/dual-carer support and with reproduction work actively allocated to the state; (ii) the traditional family policy model (Continental European countries), which has high levels of traditional family support and low levels of support for female participation in the labour force and (iii) the market-oriented family policy model (Anglo-Saxon countries), which is characterized by low levels of both traditional and dual-earner support, with reproduction work considered as a private responsibility and largely allocated to the market. A fourth model has been proposed for post-communist countries, and is characterized by high levels of both traditional and dual-earner support, with high female participation in paid work and a traditional division of housework. 16 Finally, Southern European countries are characterized by a strong 'familialism', with a family/ kinship solidarity model characterized by an asymmetrical gender division of work, low female participation in the labour market, the essential role of women in providing care within kinships and the provision of few care services and poor family subsidies by the state. 17 None of the previous studies on the relationship between health status and paid and unpaid work have considered the potential differences between the five family policy models in place in the EU-27 countries. The objectives of this study were: (i) to analyse the relationship between health status and paid working hours and household composition in the EU-27, and (ii) to examine whether patterns of association differ as a function of family policy typologies and gender.
Methods

Data
The data proceed from the 5th European Working Conditions Survey of 2010, a representative sample of non-institutionalized persons aged 15 years who were in employment during the reference period. Details of the survey are reported elsewhere.
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For the purposes of this study, we selected a subsample of all married or cohabiting employees aged 25-64 years living in the EU-27 countries (10 482 men and 8882 women).
Variables
Health outcomes
Data on self-perceived health status were elicited by asking respondents to describe their general health as 'very good', 'good', 'fair', 'poor' or 'very poor'. 19, 20 This variable was dichotomized by combining the categories 'fair', 'poor' and 'very poor' to indicate poor self-perceived health, and 'very good' and 'good' to indicate good perceived health. Subjective well-being was measured using the World Health Organization-Five well-being index, which has been shown to be a reliable measure of emotional functioning and a good screen for depression. A dichotomous variable was created, where a score of 50 indicated poor psychological well-being, although not necessarily depression. 21 
Predictor variables
Data on subjects' paid working hours were collected using two questions: 'How many hours do you usually work per week in your main paid job?' and 'On average, how many hours a week do you work in job(s) other than your main paid job?' The responses for each question were summed and grouped into four categories: <30 hrs (part-time work), 30-40 hrs (reference category), 41-50 hrs and >50 hrs (the last two categories were considered long working hours). Household composition was described by recording the number of children at home (0, 1 or 2), cohabitation with individuals aged >64 years (yes/no) and partner's employment status (employed, unemployed, homemaker, retired, unable to work because of sickness or other). 'Other' employment statuses included individuals on child-care or other leave, relatives working for a family farm or business, student and other.
Country typologies
Countries were grouped according to an adaptation of Korpi's typology of family policy models, which was expanded to include two more country typologies and all EU-27 countries according to the classification proposed by Thévenon 22 : Continental (Austria, Belgium, Germany, France, The Netherlands and Luxembourg), Anglo-Saxon (Ireland and the UK), Eastern European (Czech Republic, Estonia, Hungary, Lithuania, Latvia, Poland, Rumania, Bulgaria, Slovenia and Slovakia), Southern European (Cyprus, Greece, Spain, Italy, Malta and Portugal) and Nordic countries (Denmark, Finland and Sweden).
Adjustment variables
The analysis was adjusted for age; current occupational category, according to the 2008 International Standard Classification of Occupations 23 1 digit categories, grouped into three categories, upper (1 and 2), middle (3) (4) (5) and lower (6) (7) (8) (9) and type of contract (permanent, fixed-term temporary, temporary via an employment agency and no contract). Non-permanent contracts have been associated both with the decision to have children and with poor mental health status. 24 
Data analysis
First, a bivariate analysis was carried out to test for gender differences in all dependent and independent variables, using the chisquare test for categorical variables and the t-test for age. Second, we fit multiple logistic regression models adjusted for age, occupational category and type of contract. To test for a linear trend between health outcomes and number of children, multivariate logistic regression models were fit, including the predictor variable as a continuous variable, and computing the Wald test. All analyses included weights derived from the complex sample design and were stratified by gender and country group.
Results
General description of the sample Table 1 shows the general characteristics of the sample. The prevalence of poor health outcomes was lowest in Nordic countries and highest in Eastern Europe. Irrespective of differences in family policy typologies between countries, working long hours was more common among men, and part-time work was more common among women. While the proportion of men working >50 hrs per week was highest in Anglo-Saxon countries (13.5%), the proportion of women working part-time was also highest in these countries (50.2%). In all countries, men were more likely to work in lower employment categories. Working without a contract was more common in Anglo-Saxon and Southern European countries. In all countries, the proportion of men in lower occupational category was higher than women. In Continental and in Southern European countries, men were more likely than women to have permanent contracts.
In Continental and Southern European countries, women were more likely to live with 2 children than men. The proportion of individuals living with people aged >64 years was higher in Eastern European countries. In all countries, women were more likely to have an employed partner, whereas the highest proportion of men with homemaker partners was observed in Southern European countries, followed by Anglo-Saxon and Continental countries.
Self-perceived health status
In Continental countries, long working hours were associated with poor self-perceived health status in both sexes, although the magnitude of the association was higher among women. Women from these countries who worked part-time were more likely to report poor self-perceived health status. Moreover, women who lived with individuals aged >64 years or whose partner was unemployed had poorer self-reported health status [adjusted odds ratio (aOR) = 2.14, 95% confidence interval (CI) = 1.24-3.67 and aOR = 1.75, 95% CI = 1.12-2.73, respectively]. Men living with a partner who was unable to work due to sickness were also more likely to report poor health status.
Both paid working hours and household composition were associated with poor self-perceived health status among men from Anglo-Saxon countries. Those who worked >50 hrs per week, lived with children, or were living with a partner who was retired or whose employment status was 'other' were more likely to report poor selfperceived health status. Part-time work was associated with good health status among Anglo-Saxon women only (aOR = 0.56, 95%CI = 0.40-0.79).
In Eastern European countries, poor health status was reported by women whose partner's employment status was 'other'. In Southern European countries, living with people aged >64 years (aOR = 1.79, 95% CI = 1.00-3.20) and having long working hours (aOR = 2.73, 95% CI = 1.32-5.65 for working >50 hrs per week) were related to poor self-perceived health status among men and women, respectively. Finally, in Nordic countries, paid working hours and household composition were not associated with poor self-perceived health status, either among men or women (table 2) .
Psychological well-being
In Continental countries, the associations between psychological well-being and paid working hours and household composition among women were more consistent than among men. Among females, the prevalence of poor psychological well-being increased with the number of paid working hours (aOR = 4.59, 95% CI = 2.48-8.50 for working >50 hrs per week compared with those working 30-40 hrs) and the number of children (aOR = 1.69, 95% CI = 1.36-2.11 for living with 2 children). Additionally, as for self-perceived health status, women who lived with an unemployed partner were more likely to report poor psychological well-being (aOR = 1.69, 95% CI = 1.06-2.68). Men who lived with 2 children and those living with a partner who was unable to work due to sickness were more likely to report poor well-being (aOR = 1.29, 95% CI = 1.05-1.60 and aOR = 2.80, 95% CI = 1.45-5.40, respectively).
As observed for self-perceived health status, poor psychological well-being among Anglo-Saxon males was related to both long working hours and household composition. Men who worked >50 hrs per week, lived with children or lived with a partner who was retired or unable to work due to sickness were more likely to report poor psychological well-being. Conversely, living with a homemaker partner was associated with better well-being. The results in women were similar to those observed for poor selfperceived health status.
Among people from Eastern European countries, men who lived with an unemployed partner or women who lived with a homemaker partner were more likely to report poor psychological well-being. In Southern European countries, long working hours, number of children and living with people older than 64 years were associated with poor well-being in both sexes. Finally, neither paid working hours nor household composition was associated with reported well-being among Nordic males, whereas females were more likely to report poor well-being if they lived with a partner who was unable to work due to sickness or whose employment status was 'other' (table 3).
Discussion
As far as we are aware, ours is the first study of the relationship between employment and family demands and health status to be carried out in a large, representative sample from the EU-27 countries, and in which, five family policy models are compared. It overcomes some limitations of previous research. For example, family demands were measured through household composition. Although many studies have measured family demands through hours of housework, this indicator tends to be over-reported by both sexes and the factors that influence the degree of overreporting vary between men and women. 25, 26 Moreover, there are gender differences in the number of work hours allocated to flexible and inflexible housework. 27 Additionally, the study has taken into account partner's employment status, which may be related to both paid working hours and family demands. 28 Finally, the sample was restricted to salaried workers, who usually have less flexibility to balance work and family demands. This study has produced three main findings: (i) in Continental and Southern European countries, employment and family demands are associated with health status in both sexes, although these associations are stronger and more consistent among women; (ii) in Anglo-Saxon countries, the association between employment and family demands and health was mainly limited to men and (iii) in Nordic and Eastern European countries, employment and family demands were largely unassociated with poor health outcomes in both sexes.
Continental countries
In Continental countries, employment and family demands were more consistently associated with poor health outcomes among women. Long working hours were related to both health outcomes among females, but only to poor self-perceived health status among men, and to a lesser degree than among women. For both sexes, living with 2 children was related to poor well-being. However, the mechanisms of these associations are likely to differ between sexes. 6 In Continental countries, which are characterized by strong male breadwinner models, the number of children may represent a financial stress for the family that forces men to work long hours, potentially resulting in poorer health status. 9, 10 In contrast, the double burden of paid and family work could be the main mechanism for the association between job and family demands and poor health outcomes among women. 29, 30 However, another mechanism could also be relevant among women. The proportion of women living with 2 children was significantly higher than that among men, which suggests that family financial stress related to number of children may push women into the labour market. In the context of the current economic crisis, the inactivity rate among women has decreased throughout Europe, and women in many countries are now making a considerable contribution to household income. 31, 32 Moreover, living with an Adjusted odds ratios (aOR) and 95% confidence intervals (95% CI). 5th European Working Conditions Survey, 2010. Note % refers to the prevalence of poor self-perceived health status in each category. *P < 0.05; **P < 0.01; ***P < 0.001; y Wald test with P < 0.05. Odds ratios are adjusted for all the independent variables. unemployed partner, which is another potential source of family financial stress, was related to both poor health outcomes among women. Finally, it should be noted that women were more likely to have temporary work contracts, which has previously been shown to be related to both economic vulnerability and poorer working conditions. 24 Therefore, a combination of work overload, family financial stress and poor working and contractual conditions could explain the findings observed among women from Continental countries.
Anglo-Saxon countries
In these countries, employment and family demands were more consistently associated with poor health outcomes among men. Our observation that long working hours are associated with health outcomes among men is consistent with that of a previous study that examined the relationship between long working hours and several health outcomes in countries with different welfare state typologies, in which Anglo-Saxon males were found to have the worst situation. 10 This finding was explained by the forced nature of long working hours, which were related to family responsibilities. Anglo-Saxon countries have a strong male breadwinner model, and women's incomes are secondary to men's. 33 Childcare is viewed as a private responsibility and is usually assigned to women. Therefore, the consistent association observed between number of children and poor health status among men, who generally have the breadwinner role, may be primarily due to family financial stress related to the number of children they live with and not to childcare work. 6, 9, 10 Long working hours and household composition were largely unassociated with health status among females. However, women from Anglo-Saxon countries were the only group in which part-time work was associated with better health outcomes. This finding is consistent with that of a previous study that found that women from UK prefer part-time jobs and that partnered women dislike the working hours associated with full-time jobs. As an explanation, Booth et al. 34 suggested that in UK, women are in a society that makes it hard for them to combine work and family, by providing little or inappropriate childcare or by institutionalizing low female pay, and then it is hardly surprising that they want to work fewer hours in the market sector to increase hours for domestic work and job satisfaction.
Eastern European countries
In some respects, the situation in Eastern European countries resembles that in Nordic countries, with extensive labour-market rights and the availability of care services for parents. 7, 35 Moreover, some countries have additional regulations that limit overtime for parents with children. 36 Consistently, poor health outcomes were not associated with long working hours, number of children or living with people older than 64 years in either sex. This result is consistent with a study that found that Eastern European women reported less WFC than women in the West. 7 
Southern European countries
In Southern European countries, the association between health status and long working hours and number of children was more consistent among women. As in the case of women from continental countries, a selection of women with more children into the labour market may exist. The proportion of women with 2 children was higher than among men, and the highest among the countries examined. This is especially striking when we consider the fact that the female fertility rate in Southern Europe is lower than in other Western European countries. 37 It has been reported that in the context of the economic crisis, Italian and Spanish women want to stay in the labour market or need to guarantee a second income to maintain the family's income, for instance to pay the monthly mortgage bill. 17 Therefore, family economic needs may push women into the labour market. This adds to their greater domestic workload in the context of both minimal public childcare support and men's limited contribution to housework. Moreover, as in continental countries, women were less likely than men to have permanent contracts. As described earlier, the mechanisms of these associations in countries with traditional family models are likely to differ between sexes, resulting from family financial stress, poorer working and contractual conditions and work overload among women, and family financial stress among men. 17 Living with people older than 64 years was associated with both health outcomes among men and with poor well-being among women. These results could be explained, not only by caring responsibilities that in Southern European countries are usually assigned to women, 38 but by the dramatic increase in evictions in Southern European countries during the economic crisis, 39, 40 such that many workers are forced to live with their parents, resulting in less favourable living conditions that could adversely affect their health status. However, this is speculative and requires further research.
Nordic countries
The Nordic countries' dual-earner/dual-carer model focuses on professional care and parental sharing, which promotes the employment of mothers. Moreover, the quality of public care services is high and the working conditions of care workers are good. 41 Consistent with this, neither paid working hours nor the number of children was associated with poor health outcomes in these countries. This finding is consistent with the study of Boye, 16 who did not find any significant association between well-being and hours of paid work or housework in either men or women. Additionally, living with a partner who was unable to work due to sickness was associated with poor well-being among women, which is consistent with many studies of informal care and health status. These gender differences could be related to the greater involvement of Nordic women in care work, as family responsibilities are still greater among women in these countries.
Limitations
This study may be limited by the approach used to classify countries. While various typologies have been proposed for categorizing welfare state regimes, none has been generally accepted as standard. The one used in this article is based on family policies and is consistent with the conceptual framework of this study. While there clearly is variability between countries within each typology, it is probably much lower than the differences between country typologies. Finally, although we have primarily attributed our results to differences in family policies typologies, differences in labour-market policies or cultural factors that are closely related to family policies could also partly explain our findings.
